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DESCRIPTION OF LIMITATIONS

Inpatient Hospital Services. Prior authorization is required for
gervices provided outgide the state by non-border status providers

in non-emergency circumstances, for transplant services and for
ventilator dependent services. Other profeasional services that
require prior authorization outside the hogpital, often require
prior authorization when provided in a hespital.

Other limitations include, but are not limited to: c¢ircumstances
for private room accommodations; restrictions on non-therapeutic
sterilizations; requiremants for separate billing of independent
proiessiocnal gervices; and restrictions to avoid duplicative and
unnecessary payments.

Qutpatient Hogpital Serviceg. Prior authorization restrictions

apply to these services as required by the area of service,

Rural Health Clinic Saervices. Services provided by rural health

clinics are subject to the same prior authorization requirements
and other limitations as applied to covered services in the Medical
Assistance Program. )

Federally Qualified Health Canters. Prior authorization and cther

limitations required for various medical digciplines as described
in HSS 107, Wis. Admin. Code are applicable.

Health Centgr Ambulatory Services. Prior authorization and other

limitations required for various medical disciplinec as desacribed
in HSS 107, Wia. Admin. Code are applicable.

Nureipg Facility Services. Prior authorization ie required for

rental or purchase of a spe¢ialized wheelchair. %Levels of service
required are stipulated by the reoipient’s plan of care, subject to
guidelinee describped in H8S 107.09(3).

Family Planning Serviceg. Sterilization procedures require prior

authorization and informed consent as mandated under federal
regulations. '
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5.a. Physigian's Scryices. The Depdrtment imposes some payment and

foF & 4N benefit liwmitations On scme specific physician services., Many of
4-1-93 these limitations are bdsed on quantity and trequency, diagnoses,

providor specidalty, Or tne place the servine i5 provided. In
add.tion, some procedures require prior authorization and/or a
secend surgical opinion. Examp.es of physician Services in each of
these areas ace listed beluw:

Serv.ices with Quantity and Frequeancy Limitations = fServices
witn yuantity and Jrequency limuitatiens inciude: cvaluyalion
and manayemen: visits in The office, outpatient clinic and
inpatient hospital nursing home; rouline foot care; sprtilic
injections; weighat olteration programs; fetar mui.Lceing;
clozap‘re management, and multiple surgeries performed cn rre
Sape day.

Services with Diayrosis [imirat.cas -~ Services with diagiosis
limitazions include: —ertain lnlecticus, routine foot care
ard application ol Unne bDoats,

“ervices with Provide: specialty Limitaticns - Provider
spec:alty limitations are .imposcd on physicians providing
obsterric and pediatriv services, and those performing evoxed
votentia’s test.ag.

Scrvices with Place of service JimitaLions - Place of scrvice
limita~ion=s are impoased 7 medication management in the honme
and on critical ur prnlonged cdare provided in cthe emeryency
department

Serv.ces that Require Prior Authorization - To insure “hat a
orocedure 15 medically nccessary, to demonstrdle that the
pruceduze i3 act prinmd:.ly Cosmellc oz for the coaveniaonoe of
rhe recip.ent, ro assyge that the procedurc is not
expcrimental in rature, and te allow the Department to
determine the lreatment i5 tne mcst cost-effective aval.able,
the provider mugt obtain prior authorization for the
foilowiny categories ©f proccdures:

1 Surgival ur other medical procedures of
questionable medical necessity bur deemed by The
Department Lc¢ be agsential to correct coenditions
that couse s:gn.ficant impairmenr to the
racipient's 1aterpcrsonal adjustments or
enployability;
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2) Surgical procedures or medical procedures that
the Department deems redundant, outdated or
marginally effective;

3) Transplants;

4) Sterilizations (to conform with federal and state
regulations and limitations) ;

5) Temporomandibular surgery.

Second Surgical Opinion - Ele¢tive surgeries that require the
recipient obtain a second surgical opinion include but are
not limited to: cataract extraction; cholecystectomy;
hemorrhoidectomy; diagnostic D & C procedures; inguinal
hernia repair; hysterectomy; joint replacement, hip or knee;
tonsillectomy/adenoidectomy; varicose vein surgery.

Dental Services. The same prior authorization and other
limitations required under item #10 and 12.b. apply.

Podiatry Services. Prior authorization is required for electric
bone stimulation. Maintenance care is limited to once per 61 day
period under certain conditions. For other service limitations,
see s. HSS 107.14(3), Wis. Admin. Code. All orthopedic and
orthotic services, including repairs, orthopedic and corrective
shoes and supportive devices, services correcting "flat feet," and
treatment of subluxation of the foot are not covered.

Vision Care Services. (Optometry) Prior authorization is required
for certain types of lenses and frames, antiseikonic services,
prosis crutch services, low vision services, certain
ophthalmological services and vision training. Frames, lenses and
replacement parts must be obtained through the volume purchase plan
provider, unless prior authorized. Anti-glare cocating, spare
eyeglasses and sunglasses, and services provided primarily for
convenience or cosmetic reasons are not covered.
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¢hiroprachic. Prior duthorization is requiced for services beyond
the inilial visit and 20 spinal manipulations per speil uf 1liness.
Consu.tatians are not covered,

I tins r
Qfoer Nurse 2ragtilioners apd Clienical Nurse Spocialiat Scrvicaa.

Ircluded are 2ther porimary care aurse pract.l-oner and clintcal
rurse specialist services not covered under item 23, Services are
subject Lo limitaticns impnsed on specific disciplines within the
scope ot practice ot the nurae. Thase services incluade wedical
services de.egaled by a licensed physician through protocals,
oursuant to the requirements se< fortr in the Wisconsin NursSing Act
and the quidelines set forth by ~he medical examining board and tae
toard of nursing. Other practitioner servicns are subject to Lhe
same limitatizns imposcd un physioian serv.ces under .lem #3 to
erable the Deparsment -0 mon:ter and requlate tha {cllowing:
med.cal necesslily, <osT, frequency and pldce of service.

Medicatior management includes .n-homc aagministration of
rodications other tiaa those given sntravenously, przefiliing
syringes ftoc self injectlcn when the recipient is not capabhle,
ser7ing up medications tor seli-administalion, and progLamming
dispeasers. Instructing the recipient may pe ceverad whep provided
17 conjunction Wwith these activities but not cuvered it it «s the
urly aclivety.
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Home Health Care Jeryices. Home healta skilled nursinqund therapy
s@rvices are provided to a recipient who, due to his/her medical
condition, is unabl¢ to leave nome ta cbtain necessary nedical «are
and treatment and therefore, must zcce've this care at nome.
flowever, a recipicnt who can leave the home Dul cannot reasonably
be expocted To obtaln th.s care Guls:ide the home, or cannot obta.n
medically necevsary scrvices tron an appropriate provider outs_de
Lie homa may receive home carve. Medically necessacy home hea.th
aide services are available, irrespective of the recipient's
ability to leave his/her residence.

-~
«~

Similar to Medicare, a visit may pe of any duration, wilh prior
authorization required aiter 30 visits of any complpation of RN,
ILPN, home healrn a.de or thcerapy services, including medication

ranagement. Ski..ed aursing and
trecipienls who require iess than
nnalih aide services provided up

~herapy services are availanlo ‘cer
~1gat hours of a day with home
to 24 bours « ddy as the

ramipient’'s condition requires. Varicus limitaliors apply based on
appropriate nursing practices, state _icensure, and
Medicare/Meaicaid cert_{ication requ.rements.

Medicativn ranagoment inclides administration of medicatlons other
tnan those guven intravenously, prefilling syringes for selt
infection when zhe reciplent -3 not capable, setting up medical.ons
for self-adiministratisr, and programming dispensers. Tnstrucling
rro recipient may oe sovered when provided in conjunction with
these activilies bu: not covered i1f it is the only activity.
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=ft. S ogapine Me ent. Clozapine ManagemenlL is a ccvered service
7-1-9% when a’ . of the following carditions are met:

TN #95-027
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New

- a phys:ician has prascribed clozap.ne,
Lhe recip_ent is currently Zaking cloZapine or has taken it
within four weeks,

- the dispensing pharmacy has received prlor aiuthcecization for
clozapine,

- the provider of «lozapine managerment has received priar
duthorirzation for Lhat service,

Providers of clozapine management work under the general
supervision at a phiysician or a pharmacist and i1nclude Medicaic-
mert.fred, i{ioensed prarmacies and Community Support 2rograms
{2SP). Qualificd pharmacy staf{f rncluac pharmacists, nurses,
phazmacy technicians ard others with equivalent Lrairing, knowledge
and experience. Qualified CSP profess:cnal staff are desiqnated .urn
~he approved CSP treatment plan component :egarding clozapine
managerent scrvices.

Components of clorapine nanagerenl incluge the following services
as appropriate:

4. Frnsuring the recipient has the required weekly white blooa
count Tasting. 7The oprovidor may draw tne blood or trarnsporl
tae recipienrt to a Clinic, hospilal, or laboratory to have Lhe
blood drawn, if necessary. Tc¢ perform Lhis service, the
prov-der may travel, it necessary, o the recip.ent’s resiacnce
or other places in the community where -he recipient is
available.

k. LCnsuring the blood test resulls are reported 1 a timely
fashion to the pharmacy dispensing the recipieat’s clozapina,

¢. Frsuzing sbnormal blood test results are reported to tho
physician whu prescribed the rec.pient's clozapine.

d. bknsuring the recipient receives medications as scheduled,
ensuring the recipient stops taking medication when the bloud
test is abnormal, if so ordered by the physician, and receives
any pnysician-prescribed [cllow=up Care to @nsuce that the
recipient’s physical and menta’ well-bcing are maintaliued.

. Making arrangements [or ~he “ransition and coordinastion of the
use of c¢lozapine aid clozapine management services between
differcnt care locat:ong.

f. Maintaining apuropriate records.

MEDY DR
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7.¢c. Medical Supplies and Equipment. The Department requires prior
authorization or imposes payment and benefit limitations for the
repair, modification, rental or purchase of most medical supplies
and equipment to enable the Department to monitor and regulate the
following: cost, frequency, place where the recipient receives the
service, and recipient's medical diagnosis or functional
conditions under which the items will be reimbursed. These medical
supplies and equipment include, but are not limited to: durable
medical equipment, disposable supplies, hearing aid and related
materials, and orthoses.

The following medical supplies and equipment are not covered:
items that are not primarily medical in nature, are not proven to
be therapeutically effective, or do not contribute to the
improvement of a recipient's medical or functional condition; and
items or features that are primarily for a recipient's comfort and

convenience.
7.d. hysica wpational and Speec) herapy and Audiolog
Eff. Medical Rehabilitation Facility The prior authorization
3-1-86 requirements and other limitations are described below in item #11.
8. Private Duty Nursing. Prior authorization is required for all
Eff. private duty nursing services. These services may be provided only
1-1-92 if the recipient requires 8 or more hours of skilled nursing care a
day.
9. Clinic Services. All prior authorization requirements for services
Eff. apply as appropriate. Second surgical opinion requirements also
3-1-86 apply (see #5 above).
10. Dental Services. Dental services are limited to the basic services
Eff. within each of the following categories: diagnostic services,
3-1-96 preventive services, restorative services, endodontic services,
periodontic services, fixed and removable prosthodontic services,
oral and maxillofacial surgery services, and emergency treatment of
dental pain. The following are examples of services not covered:
TN #96-007 420 4 A :."r"tl
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Dental Services. (Continued)

dental implants and transplants; services for cosmetic purposes;
overlay and duplicate dentures; precious metal crowns; professional
visits; drug dispensing; adjunctive periodontal services;
alveoplasty and stomatoplasty; and non-surgical temporomandibular
joint therapy. Several services are provided only in specified
circumstances or as referred through a HealthCheck (EPSDT) screen.
For other limitations and a listing of those services requiring
prior authorization, see the WMAP Dental Provider Handbook, Part B.

Physical Therapy and Related Services. Prior authorization is
required for physical and occupational therapies, and speech
pathology after 35 treatment days per spell of illness. (See

HSS 107.16(2) through .18(2), Wis. Administrative Code). Services
for recipients who are hospital inpatients or receiving therapy
through a home health agency are not subject to this requirement.
For audiology, prior authorization is required for speech and
audiotherapy, aural rehabilitation and dispensing of hearing aids.
See HSS 107.19.

Prescribed Drug Products. All Schedule III and IV stimulant drugs
as listed in the Wisconsin Medical Drug Index, enteral and
parenteral nutrition products, and certain other drug products
entailing excessive cost or utilization require prior
authorization. Other limitations apply to the frequency of
dispensing certain drug products. General categories of over-the-
counter drug products which are covered are: antacids, analgesics,
insulins, contraceptives, cough preparations, ophthalmic
lubricants, and other medically necessary, cost effective drug
products including some non-~legend products that previously had
legend drug status.

Payment will be restricted to only those drug products supplied by
manufacturers that have a signed federal rebate agreement or an
approved existing agreement when required by federal law.

Drugs or classes of drugs or medical uses restricted by state
option:

1. NA

Approval Date Effective Date 1-1-96
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12.b Rentures. Prior authorization is required.

12.c Prosthetic Devices. Prior authorization is required for most
prostheses, hearing aids and other medical equipment in the
Wisconsin Durable Medical Equipment and Supplies indices, except
for certain ophthalmological prostheses. Prior authorization also
is required for most items not in the indices.

12.4d Eveglasses. When frames and lenses services are provided by the
Eff. same provider, prior authorization is required to exceed the
3~-1-86 following limitations in a 12 month period: one original pair; one

unchanged prescription replacement pair; and one replacement pair
with a documented changed prescription meeting Department criteria.
Tinted lenses, occupational frames, certain glass and lens types
and frames and other vision materials not obtained through the
volume purchase plan also require prior authorization. Anti-~glare
coating, spare eyeglasses and sunglasses, and services provided
primarily for convenience or cosmetic reasons are not covered.

13.d Rehabilitative Services
Eff.
1-1-93 Community Support Program Sexvices. Community Support Programs

(CSP) provide a compendium of medical and psychosocial/
rehabilitative services, enabling the recipient to better manage
the symptoms of his/her illness, to improve independence, and to
achieve effective levels of functioning in the community.
Recipients able to benefit from mental health treatment and
restorative services provided in a community setting on a long-term
basis will experience a reduction in the incidence and duration of
institutional care they might otherwise need.

An MA recipient who is eligible for these services has a diagnosed,
severe long-term illness which puts the person at significant risk
of continued institutionalization. The recipient is seriously
impaired in the basic areas of everyday functioning, and
traditional mental health outpatient treatment on a regular basis
for at least a year has proven ineffective.

Rotcy
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commupity Sumupvur. Program Servicges. {Cont:nued)

Agencies providing MA (SP services must be certified by the
Departmert ot Health and Social Services. Certil.cation reguires
that direct supervis:on of treatment staft providing servizes is
performed by 2 clinical coordinator whu hiay appropriate sducat.cn
and clinical experience with long-term mentatlly 11l persons; a
psychiatrist must pe available to provide direction and necessary
psycnialgic services; an in-depth assessment is Completed with.p 30
days; and a comprenhensive Treatmernt plan is developed and reviewed
at least avery six monins.

Services arc tocused on increasing the recipieont's ability t¢ gain
and aaintain normal tunctionzng in the community and at home.
Following in-depth assessmont and mental health freatment planning,
renabilitative Lreatmenz and acriviriea are struclured to
ame.iorate the effects of illress on the recip.lent's ability fo
perform pegsonal care aand social actaivities of every-cay living.
Restorative care is previded to enable the recipient Lo seck and
mainlain employment: to obtain necessary wedical, legal, financial
and guvernmental services; and to acquire and mairtain adequale
sousing. Tn addition, a medical treatment componeut affords
fam:ly, individual and group psychotherapy, medication
admintutrarion and monitorirg, Z24-hour crises intervenl.on, and
ongo.:g psycaialric and psychological evaliuation, Finally,
Sommunity support program services include case management urgoirg
ronitoring and scrvice cccrdination activities. The majority of
psychosocial/rerabilitative treatment activities as well as megical
rreatment is provided in the cocrmmunity or the rocip.eat's home (o
atford maximum support for Lhe recipient in meeting treatment
qoals.

A rec pient may not receive other psychotharapy or cutpalient
rertal health services available under the Plan if the person is
receiving CSP services. Sezvices not coverad under this category
i1nclude:  services to residents ot SNFs, T7CPFs, IMDs and hospital
patienty unlcss the services ace performad (v prepare the reciplent
tor aischarge £o reside in the community; services relatoed to
specific job seeking ana placement activities; servicas performed
Dy volunteers; 4and recreal.ion.

€SP services may include Cleozapine managemerni. Sce description
under 6d. Cther Dractitioners.
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